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Abstract 

Resource Development for Improvement and Evaluation of a Behavioral Health Coaching 
Program using the 5 A’s for Mexican Nationals Living in the US:  

A Special Studies Project 

 

By: Victoria Krauss 

 

 

Background: In Georgia, the Mexican population has a high risk of developing chronic 
diseases, such as diabetes, hypertension, and obesity. These diseases increase the risk of 
cardiovascular disease, which is the leading cause of mortality in the United States. To 
reduce the risk of these types of chronic diseases, sufficient daily physical activity and good 
nutrition are recommended. Though the Ventanilla de Salud (VDS), a health information 
and referral program at the Consulate General of Mexico in Atlanta, already promotes 
physical activity and healthy eating, a more personalized, evidence-based strategy with 
standardized means of monitoring and evaluation is needed to effectively reduce chronic 
diseases in the Mexican population.  

 

Purpose: The primary aim of this project was to develop materials to facilitate an 
evidence-based, behavioral health coaching model, including monitoring and evaluation of 
the VDS program with the intent of improving diets and increasing physical activity among 
Mexican immigrants who visit the Consulate General of Mexico in Atlanta.  

 

Methods: A feasibility assessment about using the 5 A’s behavioral health coaching 
technique was conducted with the Health Educators and Rollins School of Public Health 
researchers. Once determined feasible, a toolkit was developed and the consent form was 
updated to facilitate the 5 A’s technique. A Health Coach Workshop was conducted to 
prepare Health Educators for the implementation of the 5 A’s at VDS. 

 

Results: This new Plan of Action Toolkit includes general health goals, each with an area 
for the participant to write out their own goal and develop an action plan to achieve it. The 
new consent form gives data rights to the VDS and includes a section to follow up with the 
participant. The Health Coach Workshop Evaluation Survey showed that the workshop had 
relevant content, an excellent professor, and was useful. 

 

Discussion: The 5 A’s behavioral counseling technique should be implemented completely 
with all steps to test for effectiveness. While implementing the 5 A’s, Health Coaches should 
begin pilot testing these new resources and revise as needed. A digital database should be 
created to facilitate monitoring and evaluation of the VDS program. 
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Chapter 1: Introduction 

1.1 Introduction and Rational 

1.1.1 Latino Population and Health Statistics 

The Latino population is the largest minority group in the US, consisting of almost 

20% of the total population (US Census Bureau, 2017), with 62% of those from Mexico (US 

Census Bureau, 2018). The percentage of Latinos in the US is predicted to increase to an 

estimate of 28.6% by the year 2060 (Colby & Ortman, 2014). Many of these individuals lack 

proper access to healthcare, lack health insurance, and have cultural and language barriers 

to obtaining quality healthcare services (HHS, 2018). Since 2014, the Affordable Care Act 

combined with the expansion of Medicaid has increased access to healthcare for Latinos in 

the US. However, for the states that have not expanded Medicaid, such as Georgia, Alabama, 

and Tennessee, Latinos still have an uninsurance rate of almost 50% (Velasco-Mondragon 

et al., 2016). Uninsured individuals often have low access to health services, receive 

healthcare of low quality, and have worse health outcomes than those who are insured 

(McWilliams, 2009).  

In addition to lack of healthcare access, Latinos are at a high risk for developing non-

communicable diseases such as obesity, hypertension, and diabetes (HHS, 2018). 

Approximately 79% of Latinos in the U.S. are overweight (defined as having a body mass 

index-BMI- of 25-29.9 kg/m² (CDC, 2017)) or obese (BMI > 30 kg/m²), with 83% of 

Mexicans being overweight or obese (CDC, 2017). Approximately 29% of Latinos and 29% 

of Mexicans living in the US have hypertension a medical condition in which blood pressure 

is at or higher than 130/80 mm/Hg (CDCa, 2018).  In addition, 16.8% of Latinos in the US 

live with diabetes, a disease which the body does not produce or utilize insulin adequately 
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leading to hyperglycemia, including 18% among Mexicans (CDC, 2017). Diabetes is 

diagnosed with an A1C of 6.5% and above, a fasting blood glucose of 126 mg/dL and above, 

and a Glucose Tolerance Test of 200 mg/dL and above (CDCb, 2018). Obesity, 

hypertension, and diabetes increase the risk of cardiovascular disease (Leon & Maddox, 

2015), which is the leading cause of death in the U.S. (CDC, 2017).  These chronic diseases 

are attributed to a lack of physical activity, poor nutrition, tobacco use, and excessive 

alcohol use (CDCa, 2018).  

 

1.1.2 Mexican Health Initiative: Ventanilla de Salud 

In order to protect the health of Mexicans living in the US, the Mexican government 

created an initiative implemented at 50 Mexican Consulates throughout the United States, 

called the Ventanilla de Salud (VDS), translated as the Health Window. This initiative 

consists of a health education and outreach program that provides health information and 

health service referrals to those visiting the Mexican Consulates (VDS, 2018).  

In 2014, the VDS in Atlanta partnered with the Rollins School of Public Health 

(RSPH) at Emory University to improve efforts in promoting the well-being of Mexicans 

living in Georgia, Tennessee, and Alabama. Currently, the VDS trains and employs Master of 

Public Health Graduate Students who are contracted through a work-study program called 

Rollins Earn and Learn (REAL) at RSPH to conduct BMI, blood pressure, and blood glucose 

tests, along with providing health information and health service referrals to Mexicans who 

visit the VDS (Consulado General de México en Atlanta, 2016). In the first 6 months of 2018, 

41% of the 2,080 individuals tested had a value that was above the normal range for blood 

glucose, blood pressure, and/or BMI (“VDS Atlanta”, 2018). These elevated levels of blood 
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glucose, blood pressure, and/or BMI put the individual at an increased risk of developing 

diabetes, heart disease, and other non-communicable diseases (Merai et al., 2016) (CDCb, 

2018).  

 

1.1.3 An Ounce of Prevention: Healthy Lifestyle 

To reduce the risk of these types of chronic diseases, healthy eating and sufficient 

daily physical activity are recommended. 

Healthy Eating Patterns 

In regards to diet, the 2015-2020 Dietary Guidelines recommend that individuals 

maintain a diet high in whole grains, various fruits and vegetables, fat-free or low-fat dairy 

products, lean proteins, and low in trans fats, saturated fats, cholesterol, salt, and added 

sugars (HHS/USDA, 2015). Specifically, less than 10 percent of daily calories should be 

consumed from added sugars, less than 10 percent of daily calories should be consumed 

from saturated fats, less than 2,300 milligrams of sodium should be consumed, and alcohol 

should be consumed in moderation, (one drink per day for women and two drinks per day 

for men) (HHS/USDA, 2015). The guidelines also recommend staying within calorie needs 

to maintain a healthy weight (HHS/USDA, 2015). The CDC indicates that individuals do not 

necessarily have to give up traditional high fat, high salt, and high sugar foods, but should 

eat them less often, eat them in smaller quantities, and/or eat lower-calorie versions of 

them (CDCa, 2018). The CDC also emphasizes that being healthy is about balancing calories 

consumed and calories expended (CDCa, 2018).  

Physical Activity Guidelines 

In relation to expending calories and reducing the risk of chronic diseases, daily 
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physical activity is recommended. For children ages 6-17 years, the Physical Activities 

Guidelines advise at least 60 minutes of physical activity per day, which include aerobic, 

muscle strengthening, and bone strengthening exercises (HHS/USDA, 2015). Adults ages 

18-64 years are recommended to complete 150 minutes of moderate-intensity or 75 

minutes of vigorous-intensity aerobic exercise or a combination of the two per week 

(HHS/USDA, 2015). These exercises are suggested to be spread out throughout the week in 

intervals of at least 10 minutes. Other than cardiovascular exercise, muscle strengthening 

physical activity should be conducted for at least 2 or more days per week (HHS/USDA, 

2015). Moderate-intensity exercises are defined as those that increase the breathing and 

heart rate of the individual, including activities such as bicycling on flat areas, swimming, 

dancing, and brisk walking.  Vigorous-intensity exercises greatly increase an individual’s 

heart rate and may consist of activities, such as swimming continuously, bicycling uphill, 

jogging, or playing singles tennis (HHS/USDA, 2015). For those who are over the age of 65 

years, the adult exercise guidelines should be followed with modifications adjusted to their 

health conditions and physical abilities, if needed (HHS/USDA, 2015).  

 

1.1.4 Prevalence of Latinos Practicing Healthy Habits in Georgia 

Though healthy eating and physical activity have been proven to reduce the risk of 

chronic diseases and improve overall health, the percentage of Mexican population 

practicing these habits is low, especially in Georgia. According to the Behavioral Risk Factor 

Surveillance Annual Report from 2014, it was reported that Latinos living in Georgia 

consumed an average of less than 2 vegetables per day and less than 1.5 fruits per day 

(CDC, 2016). About 20% of Latinos reported that they binge drank at least once within the 
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past month. Binge drinking is defined as consuming 5 or more drinks per occasion for men 

and 4 or more drinks per occasion for women (GDPH, 2014). In addition to lack of healthy 

eating, about 24% of Latinos living in Georgia stated that they did not engage in physical 

activity during leisure time within the last month (GDPH, 2014). This low percentage of 

Mexicans practicing healthy habits creates a window of opportunity for VDS to encourage 

those positive health behaviors. 

 

1.1.5 Current Practices at VDS 

Current Health Educator Training 

Currently, when a Health Educator is hired, they are required to read the VDS 

Training Manual and participate in a short training workshop.  This training includes 

sessions on how to measure BMI, blood pressure, and blood glucose. Additionally, the 

workshop provides the Health Educator with information about the various health services 

and resources available at the VDS. 

1. Measuring Body Mass Index 

To begin, the Health Educators are instructed on how to measure height and 

weight to calculate BMI. This session is also led by the Program Coordinator (Gil-

Lopez, 2017). The Program Coordinator explains the steps, while performing each 

action. Below are the steps:  

Steps to measure height and weight, and calculate BMI: 

1. Ask the participant to remove shoes. 

2. Ask the participant to remove heavy items from pockets. 
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3. Ask the participant to step on the scale with their back to the 

measuring stick. 

4. Check that the participant’s standing position is upright with eyes 

straight ahead. 

5. Pull the measuring stick up to measure height. 

6. Record the height on the DAA Consent Form (Appendix A), the Daily 

Report Form (Appendix B), and the Participant Information and 

Results Brochure (Appendix C). 

7. Adjust the sliding weights, until the arrow on the right begins to fall 

downward. 

8. Record the weight on the same forms.  

9. Use the BMI chart to locate where the participant’s height and weight 

fall on the BMI range.  

10. Record BMI on DAA Consent Form and the Participant Information 

and Results brochure. 

After practicing measuring height and weight, the Project Coordinator 

explains the BMI ranges and the consequences of having a high BMI. If a participant 

has a BMI below 18.5, this is considered underweight. If a participant has a BMI 

between 18.5 and 25, this is considered a normal weight. If the BMI is between 25 

and 30, which is considered overweight, or above 30, which is considered obese, the 

health educator should encourage the participant to eat more fruits and vegetables 

and increase physical activity. 

2. Measuring Blood Pressure 
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After the BMI session of the training, the Health Educators are instructed on 

how to measure blood pressure. This session is led by the VDS Program Coordinator 

and guided by the VDS Training Manual (VDS Manual de Capacitación, 2017). The 

Program Coordinator starts by explaining the steps, while performing each action. 

Below are the steps:  

Steps to Check Blood Pressure: 

1. Ask the participant to remain still and quiet during the reading. 

2. Ask the participant to sit up straight with uncrossed legs and feet flat 

on the floor. 

3. Rest the participant’s arm on the table with their palm up. 

4. Ensure that the cuff size fits the participant’s arm. 

5. Wrap the cuff around the participant’s arm with the arrow lined up 

one inch above the inside of the elbow. 

6. Press the Start button to begin the measurement. 

7. Record the measurement on the Daily Report Form, the DAA Consent 

Form and the Participant Information and Results brochure. 

After the practical aspect of the session, the Program Coordinator explains 

the different levels of blood pressure and the consequences of having an elevated 

blood pressure. The normal level is explained as a systolic blood pressure of below 

120 mmHg and a diastolic blood pressure of below 80 mmHg. An abnormal blood 

pressure is explained as a measurement between 121-140/81-90 mmHg. If an 

individual has an abnormal blood pressure, the Health Educator should inform them 

of the consequences of having high blood pressure and encourage them to eat more 
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fruits and vegetables, reduce high-sodium foods, and increase physical activity. An 

elevated blood pressure is a level above 140/90 mmHg. If an individual has an 

elevated blood pressure, the Health Educator should strongly encourage them to 

visit a health clinic and to check their blood pressure again in two weeks. If the 

result is greater than 180/120 mmHg, the health educator should strongly urge 

them to go to an urgent care clinic and refer them to one nearby (Gil-Lopez, 2017). 

3. Measuring Blood Glucose 

The glucose testing aspect of the workshop is facilitated by a representative 

of the Diabetes Association of Atlanta (DAA). During this workshop, the Health 

Educator learns how to revise blood glucose using the steps below:   

Steps to Check Blood Glucose: 

1. Wear gloves. 

2. Wipe the tip of the finger with an alcohol wipe. 

3. Insert test strip into glucometer.  

4. Prick the disinfected finger with a lancet to extract blood. 

5. Put the drop of blood on the test strip. 

6. Dispose of lancet in the red biohazard needle disposal container. 

7. Wipe the perforation with a cotton ball. 

8. Apply a bandage to the perforation. 

9. Dispose of gloves. 

10. Record the measurement on the DAA Consent Form, the Daily Report 

Form, and the Participant Information and Results brochure. 
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11. At the end of the day, record all abnormal results on the Abnormal 

Glucose List, as shown in Appendix D. 

 Once the Health Educator successfully revises an individual’s blood glucose, 

information about blood glucose levels is provided. The DAA trainer informs the health 

educators that normal levels of blood glucose are equal to or below 100 mg/dL before 

eating and below 140 mg/dL after eating. Abnormal levels are higher than those numbers. 

If an individual has a high blood glucose level, the Health Educator should refer them to a 

primary health clinic. If it is over 500 mg/dL, they should advise the individual to go to an 

Urgent Care clinic (Barnes, 2017). 

Current Health Educator Practices 

Currently at VDS, the Health Educator gives a short, 5-minute health talk in the 

waiting room about diabetes, hypertension, and cancer. This includes not only the 

definition and symptoms of these chronic diseases, but also broad recommendations on 

how to prevent them. The health talk ends with a general explanation of the free services at 

VDS and information on other health services that are culturally and linguistically 

appropriate for Latinos in Georgia, Alabama, and Tennessee. 

With the condition that the participant approaches VDS and expresses interest in 

receiving a glucose check, the health educator gives them a DAA consent form to complete. 

This form not only includes information on consent, but also contains questions about 

health history (see the section on Health Educator Data Management for detailed 

information about this form or Appendix A to see the form). Once the participant answers 

these questions and signs, the Health Educator proceeds with the glucose test and, if 

desired by the participant, a blood pressure and BMI check is conducted as well. 
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 When an individual has a high value in any of the areas, general recommendations 

are provided. For instance, if an individual had elevated blood pressure, the Health 

Educator who conducts the tests informs the participant of the consequences of this 

elevated level and recommends an increase in fruit, vegetable, and water intake, a 

reduction in the consumption of foods high in salt, and an incorporation of physical activity 

into their daily lifestyle. If an individual has a high blood sugar, they are provided with 

similar advice, as well as with a suggestion to reduce sugary foods and beverages. If an 

individual has a high BMI, the advice is the same as that given to those with high blood 

pressure and high blood glucose, plus a recommendation to reduce meal portion sizes. 

Along with this general health advice, the participants are given a referral to a low cost 

community health clinic in their area and encouraged to schedule an appointment with a 

doctor to monitor their health. After the short 5-minute session, the participant leaves with 

a trifold brochure that includes their individual results, general recommendations, and 

information on blood pressure, diabetes, and a healthy lifestyle. The Health Educator 

remains with the completed DAA consent form, which includes the results of the glucose 

test and a written in section of the results of BMI and blood pressure tests if conducted. 

Follow Up Calls for Those with Abnormal Glucose Results 

Since the glucose test materials, including nitrile exam gloves, lancets, test strips, 

bandages, cotton balls, and digital glucose meters are supplied by the DAA, the contract 

requires VDS to conduct a follow up call to those with elevated blood glucose levels. Due to 

this contract, the participants who have a high blood glucose (not high blood pressure or 

BMI) are noted on the VDS Abnormal Glucose List with their name, phone, number, glucose 

level, and the date of their glucose test. These individuals are then contacted via telephone 
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by a Health Educator at the end of the calendar month to assess whether they had seen or 

planned to see a doctor or if they had changed a health behavior to reduce their blood 

glucose. If they complete one of these actions, they are praised for their efforts. If they do 

not, they are encouraged to do so. Since the calls occur at the end of each month, sometimes 

a month passes before the follow up call or sometimes only a few days. In addition, if an 

individual only has high blood pressure or BMI, the participant is not contacted again, as 

those aspects are not part of the DAA contract. The follow up date and notes are recorded 

on the VDS Abnormal Glucose List. This form with personal identification is then destroyed 

each month after the follow up calls are finished and the DAA Consent Forms are given to 

the DAA representative, as required by the DAA contract.  

Health Educator Data Management 

In order to monitor health coaching program activities, three forms are used for 

data collection, participant results, and participant follow up. 

1. DAA Consent Form- This form (shown in Appendix A) is required for all 

participants. It includes personal information, health history questions, and written 

consent, as well as a clinical section for the health coach to record blood glucose 

results and health service referral given. These forms are kept in a locked cabinet in 

the VDS office at the Mexican Consulate for one month, until the DAA representative 

retrieves them. The DAA form sections are described next: 

a. The personal information section consists blank spaces to fill in name, sex, 

race, address, phone number, and received government benefits for those 

with low-income.  
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b. The health history section is comprised of six questions: 1) Have you been 

diagnosed with diabetes 2) Has anyone in your family been diagnosed with 

diabetes? 3) Have you drank or eaten anything in the past 8 hours, besides 

water or black coffee? 4) Do you have health insurance? 5) Do you have a 

doctor?  

c. The consent section states that the participant gives the Diabetes Association 

of Atlanta permission to measure blood glucose and use the information on 

the form for program improvement. It also states that the glucose test is 

completely voluntarily and that information is confidential. If there should be 

an abnormal result, it is stated that it is the participant’s responsibility to 

visit the nearest doctor, clinic, or emergency room to receive treatment as 

needed. The participant’s signature and date is required to confirm that the 

participant understands and agrees to the glucose check and information 

usage. 

d. The results section is for the health educator to record the participant’s 

results, which include 1) whether the test was a screening or monitoring 2) 

whether the test was a random or fasting blood glucose 3) the blood glucose 

result in mg/dL 4) whether there needs to be a follow-up with the 

participant 5) any comments noted 6) the health services referral given 7) 

the technician completing the test and form 

2. Participant Information and Results Brochure- This brochure (shown in Appendix 

C) is provided to each participant at the end of the health education session. It 

consists of definitions of hypertension and diabetes are, the consequences of each 
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disease, risk factors for diabetes, general guidelines on how to have a healthy 

lifestyle and recommendations for a healthy diet. It also contains a section for the 

health educator to write the results of the BMI, blood pressure, and blood glucose 

tests for the participant to take home. This information is currently heavily focused 

on diabetes. On the back side, the mission and contact information of the VDS are 

available to the participant. 

3. Abnormal Glucose List- The Health Educator is required to note all of the abnormal 

glucose results, shown in Appendix D, at the end of the day on this form, which is 

kept in a locked cabinet inside the office. It includes the name, phone number, date 

of glucose test, and glucose result for those who had abnormal blood glucose levels. 

Health coaches use this form at the end of the month to perform casual follow-up 

calls, as explained in the previous section. 

 

1.2 Problem Statement 

1.2.1 Deficiencies in the VDS Health Education and Monitoring 

Health Education is Too General 

As mentioned above, the Health Educators are trained to give general health 

recommendations to those who have abnormal BMI, blood pressure, or blood glucose 

results. Though the REAL students that are hired at the VDS are all pursuing their degree in 

public health, they usually have diverse backgrounds that are not directly related to 

nutrition or physical activity. Sometimes the short Health Educator Training or their 

personal experiences are all the knowledge that they have about health behavior, which 

further drives them to only give general recommendations. Though those 
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recommendations, such as eating more fruits and vegetables or drinking 8 glasses of water 

a day are healthy, studies have demonstrated that giving recommendations without 

personalized assistance or follow up is ineffective (Eden et al., 2002). They do not take into 

account the knowledge, beliefs, and current behaviors of each individual nor does it allow 

the participant to have develop specific health goals and address barriers to practicing 

those healthy habits.  

Lack of Standardized Health Educator Monitoring and Evaluation 

 Though there are various reporting forms for monitoring service referrals and the 

number of direct services, there is not a standardized way to monitor and evaluate the 

health education aspect. As mentioned before when an individual has an abnormal result, 

the Health Educator gives general recommendations and follows up the next month to 

assess whether their behavior has changed. Each Health Educator who completes follow up 

calls may not ask the same questions. In addition, the follow up is general and not 

personalized, as the recommendation given at the initial contact was not recorded.  

Without a standardized procedure to record and measure the process or the outcomes, the 

effectiveness of the health education program cannot be measured.  

 

1.3 Purpose Statement 

1.3.1 Migrating from Health Education to Health Coaching 

 Given the extent of the health education and monitoring issues of the program, the 

VDS was positioned to improve the health program by increasing efforts to address these 

issues. Since physical activity and nutrition interventions are crucial for targeting the 

future health of this population (Ramirez, 2013), this plan focused on modifying the 
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current health education process to include evidence-based practices for behavior change 

and standardized reporting. The primary aim of this project was to develop materials to 

facilitate a health coaching model, including monitoring and evaluation of the VDS program 

with the intent of improving diets and increasing physical activity among Mexican 

immigrants who visit the Consulate General of Mexico in Atlanta.  

 

1.4 Objectives 

In developing materials to facilitate a new health coaching model with improved 

monitoring and evaluation, the following objectives were met: 

 Objective 1: Assess current health coaching practices to identify strengths and  

weaknesses for use by the VDS. 

 Objective 2: Review current monitoring and evaluation practices to determine how  

to better evaluate the VDS health coaching program. 

Objective 3: Develop materials to facilitate new health coaching technique. 

Objective 4: Create forms to better monitor activities related to health coaching and  

establish data reporting for a future evaluation.  

 

1.5 Significance statement 

This health coaching technique and monitoring plan have the potential to be used at 

the VDS and possibly other VDSs nationwide. The new strategy will include problem 

solving components that are crucial to encourage individuals to make nutrition and 

physical activity changes and maintain those changes for a healthy lifestyle (Gutnick et al., 

2014). This behavioral health coaching was preferred over other interventions due to the 
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time constraints of the project and feasibility of incorporating it into existing services. It 

was also selected as often times Mexican nationals who visit VDS only visit once, when they 

are waiting to receive their documents. This structure of VDS made it even more crucial to 

not only capture high levels of BMI, blood pressure, and blood glucose, but to also coach 

and co-develop a personalized action plan for reducing these measures, and overall 

lowering the risk of chronic diseases, and improving health among Mexicans in Georgia, 

Alabama, and Tennessee.  

In addition, the new forms have the potential to be used in evaluation efforts of the 

program. Evaluating effectiveness allows stakeholders to analyze whether the program is 

actually increasing positive health outcomes for those who participate. Furthermore, it can 

be a catalyst for program improvement efforts, effective health strategy planning, and 

results demonstration for funding opportunities (CDC, 1999). 

 

1.6 Definition of Abbreviations 

BMI- Body Mass Index 

CDC- Centers for Disease Control and Prevention 

DAA- Diabetes Association of Atlanta 

REAL- Rollins Earn and Learn 

RSPH- Rollins School of Public Health 

VDS- Ventanilla de Salud 

 

Chapter 2: The Solution 

2.1 Behavioral Health Counseling 
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2.1.1 The Health Coaching Model 

 In improving the VDS program, a health coaching framework was used to adapt a 

health coaching technique and create a way to evaluate the program. 

The 5 A’s Model  

The framework that was incorporated consists of a strategy adapted by Whitlock et 

al. and endorsed by the U.S. Preventive Services Task Force (Carroll et al., 2012) called the 

5 A’s, which represent: Assess, Advise, Agree, Assist, Arrange (2002), as shown in Figure 1. 

The first “A” stands for Assess, which consists of asking the individual about current health 

behaviors and factors that influence their choice in those behaviors. The second “A” stands 

for Advise and involves providing the individual with specific, personalized advice to adjust 

their current behavior. This includes providing information on the harms of unhealthy 

practices and the benefits of healthier behavior. The third “A” stands for Agree, which 

proposes to collaboratively decide on health practice goals that align with the individual’s 

interests and readiness to change (Whitlock, 2002). Sharing the responsibility of 

developing health goals is a crucial approach that maintains personal choice and autonomy, 

which increases their sense of control and increases the likelihood of successful behavior 

change (Lerman et al., 1990).  

The fourth “A” represents Assist, which entails supporting the individual in their 

new goals, by educating on self-management and problem solving techniques. This aspect 

of the 5 A’s is crucial to stimulate the individual to engage in the subsequent steps toward 

the intended behavior goal. This also includes referring the individual to other necessary 

health services in the clinic and/or community (Whitlock, 2002), which aids in improving 

outcomes of the intervention (Mullen et al., 1997). The fifth and final “A” stands for Arrange 
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and includes scheduling a follow up conversation to evaluate health practices and adjust 

behavior goals, if needed. The follow-up allows the health coach to assess the current 

efforts and perspective of the individual and support them in their behavior change or 

maintenance (Orleans, 2000).  

 

Figure 1. Framework of the 5 As 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

This behavioral counseling framework was designed to promote health behavior 

change during direct care using strategies that encourage self-efficacy, internal motivation, 

Assess

•Ask individual about knowledge, current behaviors, and factors 
that influence their choices

Advise

•Provide individual with specific, personalized advice to adjust 
current behavior

•Provide information on harms of unhealthy practices and benefits 
of healthier behavior

Agree

•Together decide on health practice goals that align with the 
individual's interest and readiness to change

Assist

•Support the individual in their new goals by educating on self-
management and problem solving techniques

•Refer individual to other necessary health services, if necessary

Arrange

•Schedule a follow up coversation to evaluate health practices and 
adjust behavior goals, if needed

Adapted from Whitlock et al. 2002 
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and self-regulation (Fortier et al., 2011). The 5 A’s was initially developed for smoking 

cessation programs in primary care and has been shown effective in reducing smoking 

(Whitlock et al., 2002). The 5 A’s has expanded to other aspects of health behavior change, 

such as those of diet and physical activity (Whitlock et al., 2002) (Galaviz et al., 2017). In 

one study examining communication about preventative health topics between provider 

and patient, conversations during consults were audio recorded and analyzed. Though 

there was no formal training for using the 5 A’s, physicians were already using some 

portion of the 5 A’s. Results showed that there was an association with physicians who 

used Assist and Arrange, and improvement in patient’s diets. In addition, there was also an 

association between physicians who used Advise and patient’s increased motivation and 

confidence to modify fat intake and reduce weight (Alexander et al., 2011).  

Though most of this research on the 5 A’s is based in clinical facilities with a health 

physician, stakeholders and researchers believe that the setting of VDS may be a good fit 

for this new technique. This would be logical, as general health counseling is already taking 

place and time is limited, which is similar to at a clinic. Furthermore, this framework would 

facilitate the Health Educators’ crucial role of encouraging disease prevention and health 

promotion. 

 

Chapter 3: Methods 

3.1 Processes and Rationale 

3.1.1 Assessment of Feasibility 

To understand if using this new technique was feasible to incorporate into the 

already existing services, a group discussion with all four of the Health Educators was 
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conducted. To begin, each Health Educator explained the process of steps that they follow 

when an individual approaches the VDS. All four of the Health Educators stated that they 

measure blood glucose first and then blood pressure, if the individual requested both. They 

also all agreed that they give general recommendations. Two of the Health Educators stated 

that they take an initiative to create a health goal with the individual. However, the decision 

to make the goal was contingent upon the number of individuals waiting in line and if the 

individual was willing to make a goal. Though the amount of time that they have with an 

individual may vary, the four Health Educators agreed that having specific steps with 

proper tools to guide the process would be beneficial. They agreed to pilot test any 

materials and give feedback on adjustments that need to be made. 

 

3.1.2 Development of Materials 

Plan of Action Toolkit 

Some Health Educators had a lot of knowledge about nutrition and physical activity, 

but others did not. Since there was diversity in the backgrounds of the Health Educators, 

materials were created to aid them in co-developing a specific goal and action plan with 

those who visit the VDS. These materials were designed with the 5 A’s technique in mind. 

Specifically, they will guide the “Advise”, “Agree”, and “Assist” steps in the process. They 

were created in Spanish, which is the primary language of those who visit VDS. They were 

revised by RSPH researchers and Consulate staff who are native Spanish speakers. The 

materials include an overall goal, tips to achieve their goal, and blank spaces to write their 

specific goal, action plan, obstacles to achieving that goal, and how to overcome those 
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obstacles. In total, it was determined to have 7 overall goals to choose from, of which 6 

were expanded to be more specific from general recommendations already given.  

 For each piece of health advice, small white icons were used for visual aesthetics, as 

well as to make the information more accessible for those with low literacy. The materials 

were designed for the goal to be written in the center of the paper to emphasize the 

importance of the goal. Five tips to help accomplish each goal is located around the goal 

circle with arrows pointing from the tips to the goal. The resource was designed this way 

for the user to understand the flow of using the tips that aid in accomplishing the health 

goal in the center. At the bottom of the page, there is space to write the “Action Plan” with 

spaces to specify the “What”, “How”, “When”, and “Where” of the determined goal to make. 

This was included to make the goal more specific and to allow the Health Counselor to 

think through it with the participant. The “What” space is meant to answer the question 

“What is the specific goal?” This allows the participant to contemplate a specific action and 

establish a behavior that they can realistically change. The “How” space is intended to 

answer “How will this goal be accomplished?” This question guides the participant to 

strategize steps or establish the process that can help lead them to the goal they created. 

The “When” space suggests, “When will you do these specific actions?” This question urges 

the participant to plan a definitive time, whether it is time of day, day/s of the week, or 

specific occasions to follow the steps from the “How” section. Lastly, the “Where” space 

signifies, “Where will you be doing these actions?” This question encourages the participant 

to consider where the “How” steps will be taking place. The bottom left box indicates 

“Obstacles” with a blank space to write in any barriers that an individual may have to 

achieving that goal. This question prompts the participant to examine people, places, 
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perceptions, attitudes, or beliefs that may impede those steps. The right bottom box asks, 

“How will you overcome those obstacles?” with spaces to write methods to overcome those 

barriers. This question allows the participant to be intentional and formulate a strategy to 

confront those obstacles. 

DAA Consent Form Update 

The previous form was updated to align with the Health Coach Model and include 

more questions about current health status and follow up. The changes are listed below: 

 Race Question: Previously, the form included a blank space to fill in race. However, 

participants often were confused as the classification of race is different in Mexico. 

To facilitate the registration process, the question was revised to have two options: 

Latino/Hispano and Other (with a blank to fill in a response). This was chosen since 

most of the individuals that visit the consult are Mexican, which according to the U.S. 

Census is under the Latino/Hispano race category (U.S. Census, 2010).  

 Semantics: The question that asked, “Do you receive one of more of the following?” 

was revised to read “Do you receive one of more of these benefits?” This change was 

made to clarify the question for the reader.  

 Health History Questions: The previous version contained questions about diabetes, 

health insurance coverage, and primary care provider. The new version contains the 

same content, with an added question on hypertension: “Have you been diagnosed 

with high blood pressure or hypertension?” This question was included to 

distinguish between individuals with high blood pressure who were aware of their 

condition and those who had gone undiagnosed.  
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 Consent Paragraph: The former consent paragraph only gave permission to the DAA 

to use the personal and health history information on the form. In order to give 

rights to VDS to keep the information for monitoring, evaluation, and overall 

program improvement, VDS’s name was included in the consent paragraph. 

 Results Section: The former version only included spaces for glucose test results. 

However, Health Educators were still required by VDS to record blood pressure, 

height, and weight results. To standardize the form and have the all of the results 

information in one area of the form, spaces for those results were added. 

 Goal Setting and Follow Up: The former version did not include questions for 

monitoring the participant’s health behavior or evaluating if the health information 

given was useful or effective. Questions about the participant’s established health 

goal and the follow up call were added on the back of the DAA Consent Form. These 

questions were added to not only document the participant’s agreed upon goal, but 

to have standardized questions for the Health Educator to use while making follow 

up calls. Having these on the reverse side keeps the participant’s results, goals, and 

follow up answers together to facilitate the evaluation of the usefulness and 

effectiveness of direct services. 

 

3.1.3 Follow-Up Calls 

Follow up calls originally were completed on a weekday once a month by one Health 

Educator. Often times, participants did not answer or commented that they were at work. 

This obstacle led to changing the date of the follow-up calls to the one Saturday a month 

that the Mexican Consulate is open.  This Saturday is called Jornada Sabatina, which is also 



 

 

24 

 

when additional glucose and blood pressure checks are completed by partner 

organizations.  

3.1.4 Training Health Educators in the 5 A’s Model 

Education and training are crucial to establish standards and ensure that all Health 

Educators are using the 5 A’s strategy when coaching participants and communicating the 

same nutrition and physical activity advice. To standardize the process, a 3-hour workshop 

was developed and conducted before implementing the new technique. The objectives 

were: By the end of the training workshop, Health Educators 1) will understand the basic 

principles of behavior change 2) will identify effective behavior change techniques 3) be 

familiar with the 5 A’s model for physical activity and nutrition counseling. 

The Health Coach Workshop was attended by three Health Educators and lasted for 

3 hours on a Saturday. One Global Health faculty member with experience in training 

health professionals in the 5 A’s strategy to promote physical activity and nutrition in 

Mexican populations conducted the training. The topics over 3 sessions included: Basic 

Principles of Behavior Change, Techniques to Promote Behavior Change, and The 5 A’s 

Model. Within each session, the trainees were provided with opportunities to share their 

existing knowledge with a safe space to express doubts, worries, and fears. The PowerPoint 

of the content is shown in Appendix E. The following is the sequence and content of each 

session of the workshop presented in a mix of the Spanish and English language: 

1. Session 1: Basic Principles of Behavior Change 

The workshop began with the facilitator describing the definition of health 

behavior change and the national guidelines for physical activity and diet for 

adults. It continued with information on specific diet, physical activity, 
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alcohol consumption, smoking, glucose monitoring, and medication regime 

fidelity recommendations for individuals with diabetes. The facilitator then 

gave examples of individual, interpersonal, and community barriers to 

maintaining a healthy lifestyle. From there, the Health Educators learned 

about the three factors that influence behavior, which are capability, 

motivation, and opportunity based on the Behaviour Change Wheel model. 

After learning the concepts, the learners then wrote down and shared 

strategies that they already incorporate into the health education that 

promotes capability, motivation, and opportunity. 

2. Session 2: Techniques to Promote Behavior Change 

The following session began with the facilitator asking if any of the Health 

Educators knew what Reflective Listening was. The facilitator then explained 

that Reflective Listening was a counseling technique to encourage behavior 

change. She explained that this technique focuses on the narrative of the 

individual being counseled and is used to demonstrate understanding of 

what the client says. She then explained the two types of Reflective Listening 

techniques, by describing the difference between “Simple Reflections” and 

“Complex Reflections.” This part included a role-play activity to allow 

trainees to practice their new Reflective Listening skills on each other.  

3. Session 3: The 5 A’s Model 

After a short break, the final session focused on the 5 A’s Model for health 

coaching. A broad explanation was given about the process of the 5 A’s. Then, 

the facilitator went into more detail, by including a definition and an example 



 

 

26 

 

to illustrate the different aspects of each step. Suggestions were also given on 

different tools and resources to use to facilitate the coaching step. The Health 

Educators were then asked to practice the 5 A’s on each other in pairs. The 

facilitator provided each person feedback and summarized the three sessions 

at the end.  

 

Chapter 4: Results 

4.1 Resources Developed and Workshop Evaluation 

4.1.1 Plan of Action Toolkit 

The final version of the Plan of Action Toolkit is shown in Appendix F. The 

materials include an overall goal, tips to achieve their goal, and blanks spaces to write their 

specific goal, action plan, obstacles to achieving that goal, and how to confront those 

obstacles. In total, it was determined to have 7 overall goals to choose from, of which 6 

were expanded to be more specific from general recommendations already given. The 7 

goals with accompanying health tips are: 

1) Eat More Vegetables 

a) Select Them in Restaurants- Instead of French fries, choose a salad or 

vegetable soup. 

b) Put Them in a Smoothie- Add spinach, celery, carrots, of beets to a 

smoothie. 

c) Try Them in New Forms- Prepare them steamed, grilled, sautéed, with 

cheese, or with new spices. 
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d) Change the Recipes-Add chopped carrots, zucchini, or bell pepper to 

rice or pasta. 

e) Eat Homemade Salsa- Prepare homemade salsa instead of using 

bottled salsa. 

2) Eat More Fruits 

a) Make a Smoothie with Whole Fruit- Use whole fruits to make a 

smoothie instead of a fruit water that contains additional sugar 

b) Leave Them in Plain Sight- Put fruit in a fruit bowl on the table or in 

the refrigerator. 

c) Anticipate Meals- Cut fruit the same day that you buy it so it will be 

ready to eat. 

d) Think about Variety- Buy fresh, dried, or frozen fruit without added 

sugars. 

e) Eliminate the Craving- Bring with you ready-to-eat fruits, like apples 

or mandarins. 

3) Reduce Sugar 

a) Eat More Whole Grains- Opt for integral options, like whole grain 

bread, pasta, and tortillas. 

b) Reduce Sugar-Sweetened Beverages- Exchange a sweetened drink or 

soda for soda water with lime juice. 

c) Use Natural Condiments- Instead of ketchup or barbeque sauce use 

lime juice and salt 
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d) Eat Fruit for a Dessert- Substitute your dessert for a fruit like a pear or 

papaya. 

e) Share Your Dessert- If you eat a dessert, share it or save half for later. 

4) Reduce Salt 

a) Ask for Dressing on the Side- Ask for dressings or cheeses in a small 

cup instead of on top of your food. 

b) Leave the Salt until the End- Add salt at the end and not while you 

cook. 

c) Use Spices and Herbs- Use cumin, basil, or oregano instead of so much 

salt to flavor the food. 

d) Bring Your Meals from Home- Instead of eating lunch at a restaurant, 

bring your lunch to work. 

e) Use Powdered Spices without Salt- Exchange garlic salt for garlic 

powder or fresh garlic. 

5) Increase Physical Activity 

a) Park Far- Park further from where you are going and walk. 

b) Program an Alarm- Set an alarm to remember to walk or move for a 

few minutes 

c) Walk While You Talk- Do you have a friend that likes to talk? Walk 

while you two talk. 

d) Use the Stairs- Avoid using the elevator and use the stairs instead 

e) Get a Group Together- If you don’t have motivation, get a group 

together to motivate you to exercise 
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6) Decrease Portion Sizes 

a) Share Your Meals- Portion sizes in restaurants are large. Share your 

plate instead! 

b) Save Half- Ask for a box before eating to put half of the food in 

c) Eat Slowly- Give your body time to feel satisfied 

d) Listen to Your Body- Are you really hungry or are you just anxious or 

bored? Listen to your body. 

e) Ask for the Small Size- If you eat in a restaurant, ask for the smaller 

portion, instead of the larger one 

7) Reduce Stress 

a) Focus on Your Breathing- Breath in for 4 seconds, pause for 7, and 

exhale for 8. Repeat 3 times or more. 

b) Listen to Music- Take time to play your favorite music and sing or 

dance. 

c) Write Out Your Thoughts- Take 10 minutes to reflect and write how 

you feel. 

d) Exercise- When you are stressed, take 10 minutes or more to walk, 

run, play, or dance.  

e) Learn to Say No- Learn to establish limits and ask for help if you need. 

As for the design, a circle with the words, “What is your goal?” with blank spaces 

below it is located in the middle of the page. Five health tips are displayed in rectangle 

semi-circles. Abbreviated versions of the health tips are written in bold uppercase font and 

expanded information is written in lowercase in the same semicircle rectangle. Each piece 
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of health advice (5 for each main goal) has a small white icon visually representing it and 

an arrow pointing to the middle “What is your goal?” circle. At the bottom of the page, the 

large box in the middle indicates “Action Plan” with spaces to specify the “What”, “How”, 

“When”, and “Where” of the determined goal. The bottom left box indicates “Obstacles” with 

a blank space to write in any barriers that an individual may have to achieving that goal. 

The right bottom box asks, “How will you overcome those obstacles?” with spaces to write 

strategies to overcome those barriers to achieving their health goal. 

 

4.1.2 DAA Consent Form with Follow Up 

The final version of the DAA Consent Form with Follow Up is shown in Appendix G. 

The following are the changes that were made (also illustrated in Figure 2): 

 Race Question: The race question was revised to have two options: 

Latino/Hispano and Other (with a blank to fill in a response).  

 Semantics: The question that asked, “Do you receive one of more of the 

following?” was revised to read “Do you receive one of more of these benefits?” 

 Health History Questions: The previous version contained questions about 

diabetes, health insurance coverage, and primary care provider. The new version 

contains the same content, with an added question on hypertension: “Have you 

been diagnosed with high blood pressure or hypertension?”  

 Consent Paragraph: The former consent paragraph only gave permission to the 

DAA to use the personal and health history information on the form. The new 

version includes VDS in the consent paragraph. 
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 Results Section: The former version only included spaces for glucose test results. 

Spaces were added to record blood pressure, height, and weight results. 

 Goal Setting Section: The former version did not include questions for 

monitoring the participant’s health behavior or evaluating if the health 

information given was useful or effective. The new version contains a section on 

the back called “Goal Establishment,” which includes the same questions from the 

Plan of Action worksheet that the participant fills out, but for the Health Coach to 

record. Those questions are: 1) What is their health goal? 2) What is their action 

plan? 3) What are obstacles to achieving their goal? 4) How will they overcome 

those obstacles? 

 Follow Up Section: The new version also contains a section called “Follow Up 

Call,” which consists of two columns, one for six “Questions” and the other for 

“Answers/Notes.” The first question asks, “Have you seen a doctor to check if you 

have diabetes or hypertension?” with answer options “yes” or “no and see 

question 3.” The second question asks, “Did they give you a recommendation of 

treatment to manage your diabetes or hypertension?” with answer options “yes 

(specific)___________________” and “no.” The third question asks, “Did you achieve 

your goal?” with answer choices “yes” or “no.” The fourth question asks, “Have 

you stuck to your action plan?” with answer options “yes” and “no (describe 

why)_____________________” The fifth question asks, “Do you want to make changes 

to your plan or make a new one?” with answer options “yes” or “no.” The sixth 

question has a Likert scale that asks, “On a scale of 1-5, how useful was the 

coaching that you received in the Mexican Consulate, with 1 being ‘not so useful’ 
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and 5 being ‘extremely useful?’” with answer choices “1, not so useful,” “2, 

slightly useful,” “3, moderately useful,” “4, very useful,” “5, extremely useful.” At 

the bottom of the page, there is a space for the Health Educator who follows up 

with the participant to write their name and the date of the follow up call.  

 

Figure 2. Changes made to DAA Consent Form 

   

 
Race Question 

  

   

 
Semantics 

  

   

 
Health History 

  

   

 
Consent 
Paragraph 

  

   

 
Results Section 

  

   

 
Follow Up 

  

 *DAA- Diabetes Association of 
Atlanta 

*VDS- Ventanilla de Salud 

 

Write in 
Choice of Latino/Hispano 

or Other 

Do you receive one of the 
following? 

Do you receive one of 
these benefits? 

Focused on Diabetes 
Includes questions on 

hypertension and 
diabetes 

Only DAA* has data rights 
DAA and VDS* have data 

rights 

Focused on glucose 
Includes blood pressure, 

BMI, and glucose 

None 
Standardized follow up 

questions 

Original Updated 



 

 

33 

 

4.1.3 Health Coach Workshop Evaluation Survey 

 At the end of the workshop, a survey of the Health Educator Training was 

administered (shown in Table 1) to evaluate the content, the facilitator, and the usefulness 

of the workshop. The survey consisted of three questions: 1) On a scale from 0-10, where 0 

is not relevant and 10 is very relevant, how would you rate the content of this session? 2) 

On a scale from 0-10, where 0 is bad and 10 is excellent, how would you rate the professor 

in this session? 3) On a scale of 0-10 where 0 is useless and 10 is very useful, how would 

you rate the usefulness of this session? 4) Comments. 

 

Table 1. Health Coach Workshop Evaluation Results 
Question Q1. On a scale from 

0-10, where 0 is not 
relevant and 10 is 
very relevant, how 
would you rate the 
content of this 
session? 

Q2. On a scale from 0-
10, where 0 is bad 
and 10 is excellent, 
how would you rate 
the professor in this 
session? 

Q3. On a scale of 0-
10 where 0 is 
useless and 10 is 
very useful, how 
would you rate the 
usefulness of this 
session? 

Comments 

 8 10 8 The session was very fun and 
dynamic. The instructor was very 
energetic and efficient in presenting 
the material. I wish it would have 
started with learning about the 
Ventanilla, rather than figuring it 
out on the go 

 10 10 10 Very engaging and incredibly 
important info! Thank you! 

 10 10 10 Great job! It would have been 
helpful to talk to everyone about 
what is done before going into the 
content. Thanks! You were great! 

 9 10 10   

Average 
Score 

9.25 10 9.5  

 

Overall, relevance of content was rated an average of 9.25 out of 10. All four 

respondents answered with a 10 out of 10 for quality of teaching by the professor. The 

usefulness of the session was rated an average of 9.5 out 10. For the unstructured section 
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on comments, 2 out of 4 of the respondents mentioned that it would have been helpful to 

first have a conversation about the VDS and what each Health Educator already does before 

introducing the content. Finally, 3 out of 4 respondents made positive comments about the 

professor and her way of teaching.  

 

Chapter 5: Discussion 

5.1 Strengths, Limitations, and Recommendations 

VDS was looking to implement a new behavioral counseling technique to encourage 

participants to have a healthy lifestyle and aid in preventing chronic diseases in Mexican 

nationals living in Georgia, Tennessee, and Alabama. In addition, VDS aimed to develop a 

method to evaluate the impact of the behavioral health counseling program. This future 

evaluation will allow the VDS to determine whether the program is working and to help 

refine program delivery. Through this special studies project, we were able to develop 

resources to guide the Health Coaches in establishing health goals with participants, create 

a method for improved monitoring and evaluation of the VDS program, and train Health 

Coaches on the 5 A’s behavioral health coaching technique.  

 

5.1.1 Strengths 

 The 5 A’s health counseling technique, the DAA Consent Form with Follow-Up, and 

the Action Plan toolkit have many strengths included below.  

From Referrals to Action 

Previously, Health Educators gave community health service referrals and general 

health recommendations to participants who received abnormal blood glucose, blood 
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pressure, or BMI results. Now, on top of this, the Health Educators can take on a Health 

Counselor position and guide participants in developing their own health goals. This can 

help encourage participants to be accountable for their health and move them into the next 

step of behavior change. Along with these action plans, referrals will still be made to the 

appropriate community services.  

Data Rights for Evaluation 

The change in the Consent Section of the DAA Consent Form gives VDS the right to 

keep the information and use it for program improvement. In addition, the Follow-Up 

Section of the same form allows Health Counselors to inquire with the participant about 

their health behaviors and the progress on their health goal, as well as to ask about the 

usefulness of the brief behavioral health counseling session. These changes will help 

facilitate program evaluation and assess the impact that the program has on individuals 

who visit VDS. Below is an analysis of the strengths, challenges, and recommendations to 

continue to improve the impact of the VDS program and achieve its goal.  

 

5.1.2 Limitations 

Though this special studies project has many strengths, there are also some 

limitations, of which are listed below.  

Time constraints 

Due to the time constraints of this special studies project, the Feasibility Assessment 

and the Health Coach Workshop were conducted quickly. With this, crucial details for 

program improvement may have been left out. In addition, the toolkit and the 5 A’s 



 

 

36 

 

technique still need to be piloted and evaluated to ensure that they are acceptable for the 

Mexican population and feasible for the Health Counselors. 

Political Turnover 

During the process of completing the Feasibility Assessment, developing the 

materials, and conducting the Health Coach Workshop a new Mexican president was 

inducted into office. Since VDS is housed within and is a program of the Mexican Consulate, 

the daily processes were affected. In addition, with new leadership comes new rules, 

regulations, and funding, which resulted in a lack of supervisor for the Health Educators 

and a lack of assistance in providing specific program-related feedback.  

Health Counselors Turnover 

Along with time constraints, turnover of the Health Counselors happens every 1 or 2 

years. This may be an issue as this may affect the quality of the behavioral health 

counseling. This may not be enough time for the Health Counselors to become highly 

skilled in the 5 A’s. This could be a problem with delivering high quality services. In 

addition, though the 5’s has been shown to be highly effective, the Health Counselors need 

to fully implement all steps of this technique during the behavioral health counseling 

sessions in order to be effective. 

Self-Reported Data 

The Follow-Up data is collected via a phone call and follow-up questions. The quality 

of data given is based on the honesty of the participant. For example, they could say that 

they have changed a behavior or went to the doctor when they actually have not to look 

better to the Health Counselor or themselves. Social desirability bias is common in self-

reported data. 
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5.1.3 Future Recommendations 

 The following recommendations for the resources created and the 5 A’s technique 

aim to guide the processes of the VDS behavioral health coaching. 

Health Coaches Use 5 A’s and New Materials in Health Coaching 

 Based on the review of the program and the new initiatives that were put in place as 

part of this special studies project, it is recommended that the health coaching model be 

piloted, revised, and adopted. In addition, the newly trained coaches should begin 

collecting blood glucose, blood pressure, and BMI data as soon as possible. They should 

ensure that each VDS participant provides consent through the updated Consent Form with 

Follow-Up. Once completed, the Health Coaches should perform blood pressure, blood 

glucose, and BMI checks on participant. If any of the values are high, the Health Coach 

should then go through the 5 A’s process by assessing their current physical activity and 

eating behaviors, advising on the risk of disease and benefits of modifying the behavior, 

agreeing on an action plan to improve physical activity and/or nutrition, assisting in 

identifying barriers and opportunities to this planned behavior, and arranging a follow up 

call or reminder to encourage incorporating this newly learned behavior into their lifestyle.  

During the Agree step, the Health Coach should use the Action Plan Toolkit to aid in 

developing a health goal with the participant. The Health Coach should write the goal and 

action plan in the Goal Setting section on the back of the DAA Consent Form with Follow 

Up, while the participant writes the same information on the Action Plan Toolkit form. The 

Health Coach should also refer the participant to relevant community health services as 

usual. At the end of each day, the DAA Consent Form with Follow Up of the participant with 

an abnormal result should be filed in the Abnormal file in the locked cabinet. Then, at the 
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following Jornada Sabatina, a follow-up call should be made using the Follow-Up questions 

on the back of the DAA Consent Form. 

Abnormal Results Database 

A digital database should be created to input the data of those who had abnormal 

results. This database should be contained in a password protected program. The data 

entered should not include participant’s personal information, only information on results, 

goals, and follow-up. This information should be used for monitoring and evaluation of the 

VDS program, as well as for program improvement purposes. 

Health Coach Workshop Recommendations 

The results from the Health Coach Workshop indicate a need for reviewing the 

process of the Health Coaches before introducing the new information. Though in the 

future this will be the training that Health Coaches receive when they are trained into the 

position, it may be well received to assess the current knowledge of the Health Coaches at 

the beginning of the workshop. Once this is accomplished, the facilitator may go into the 

new information and skills practice. 

 

5.1.4 Conclusion 

 The process of analyzing VDS operations, creating the Action Plan Toolkit and 

updating the DAA Consent Form was challenging and valuable. Feedback from RSPH 

researchers and the Mexican Consulate staff was important in developing and revising the 

resources. The overall acceptance of this special studies project has been positive and 

auspicious for implementation in the future. If VDS follows through with the 

recommendations, these resources could improve program operations and if successful, 
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this technique could be scaled nationally to other VDSs. Ultimately, these resources could 

hopefully contribute to positively impacting the health of the population of Mexican 

nationals living in the U.S.
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Appendix A: DAA Consent Form 
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Appendix B: Daily Report Form 
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Appendix C: Participant Information and Results Brochure 
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Appendix D: Abnormal Glucose List 
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Appendix E: PowerPoint for Health Coach Workshop 
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Appendix F: Plan of Action Toolkit 
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Appendix G: DAA Consent Form with Follow Up 
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